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Definition of GERD
• GERD is the condition in which the reflux of gastric 

contents into the esophagus results in symptoms 
and/or complications. GERD is objectively defined by 
the presence of characteristic mucosal injury seen at 
endoscopy and/or abnormal esophageal acid 
exposure demonstrated on a reflux monitoring study. 

Katz P, etal 2021,AJG in press

Goals of Therapy

• Relieve symptoms (improve quality of 
life)

• Prevent complications
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Patient Profile
• 64 yr old presents with progressive dysphagia/solid and liquids

• Long standing “GERD”, managed without objective diagnosis 
with PPI AM and H2 HS with moderate relief with this regimen

• Symptoms predominantly regurgitation, heartburn progressing 
to dysphagia becoming dominant.

• No weight loss

• No major medical problem

• Scheduled for EGD with endoflip/Bravo off PPI for 2 weeks

EGD findings
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EGD findings

Endoflip
DI: 3.5 at 60/ Diameter   16

4.5 at 70/ Diameter  18
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GERD phenotypes

One Approach
• Only consider “intervention” when medicine is not successful

• Consider intervention when there are side effects of medicine 
(or allergy)

• Intervene for fear of medical complications

• Intervene in selected anatomic situations for fear of complication

• Intervene in selected phenotypes (symptoms) because surgery 
is superior to medicine

• Intervene to prevent cancer
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Another approach is to 
discuss surgery with all 

patients who require chronic 
maintanence therapy with  PPI

What will the new AJG guidelines 
say
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Another is to consider intervention in Refractory 
GERD: AKA PPI is not controlling symptoms

• Scenario One:  GERD has been objectively documented by the 
presence of erosive esophagitis and/or abnormal esophageal 
acid exposure on a prolonged pH monitoring study BUT 
unpleasant symptoms remain despite a PPI

• Scenario Two: A patient with symptoms suspected due to 
GERD has been treated empirically BUT symptoms have not 
been relieved to their satisfaction

Management algorithm of symptoms suspected due to GERD

Previously empirically treated 
with PPI without objective 
workup

Optimize PPI

Symptom relief Unsatisfactory symptom 
relief

• Continue GERD 
treatment

• Discuss long term GERD
management options

Diagnostic EGD (off PPI 2-4 weeks)

Normal EGD Abnormal EGD

Reflux monitoring (off 
PPI)

Erosive Esophagitis LA 
B/C/D
Barrett’s >3 cm

GERD confirmed

+-

No evidence of GERD
Look for other causes

Previously  objectively defined GERD*

Optimize PPI
2-4 week therapy

*LA B/C /D
Barrett’s >3cm
Peptic stricture

Symptom relief
Unsatisfactory symptom 
relief

• Continue current treatment
• Discuss long term management options

Perform impedance pH 
monitoring on PPI BID

Norma
l 

Abnormal 

Look for other 
causes
Treat co-existent 
functional disease

• Consider Surgical/Endoscopic 
intervention

• Consider escalating medical 
therapy

If primary 
symptom 
regurgitation 
consider MSA, 
TIF, 
fundoplication in 
appropriate 
patient 

Other cause for symptoms identified
Treat mucosal disease
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Why Proton Pump Inhibitors May Not Control 
Gastric Acidity

• Dose timing related to food not optimal

• Dose insufficient

• Genetic variability in PPI metabolism

Less likely

• Hpylori negative (May need higher dose)

• Hypersecretion (rare)

Once daily PPI does not abolish 
acid secretion

* p = 0.0010 vs. esomeprazole
† p ≤ 0.0001 vs. esomeprazole

0 5 10 15 20
Time (hrs) pH>4

Esomeprazole 40mg

Rabeprazole 20mg

Omeprazole 20mg

Lansoprazole 30mg

Pantoprazole 40mg

11.5 †

10.1 †

11.8 †

12.1*

14.0

Miner PB, Katz PO et al. Am J Gastro. 2003; 98(12):2616-2620.
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Optimizing PPI:  Dose timing relative to a meal makes 
a difference in acid control
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With Meal Without MealHatlebakk JG.  Katz P, etal 
Aliment Pharmacol & Ther 2000:14(10);1267-1272.

Time of Day Taking PPI may make a 
difference
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N = 18.
*P = 0.01.
†P<0.02.

Hatlebakk et al. Aliment Pharmacol 
Ther. 1998;12:1235-1240.
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Healing and Acid Control: Is there a 
plateau?

Katz P et al, APT 2007

PPIs are better for some things and not 
others

0% 25% 50% 75%

Chronic cough (improved)
100%

Esophagitis healing
Mild

Severe

Heartburn relief
Esophagitis

NERD

Regurgitation relief
Chest pain (50% relief)

GERD (+pH)

GERD (-pH)

Hoarseness (improved)
GERD (-)

Placebo Therapeutic gain

Kahrilas, Peter J., Guy Boeckxstaens, and Andre JPM Smout. "Management of the patient with incomplete response to PPI therapy." Best Practice & 
Research Clinical Gastroenterology 27.3 (2013): 401-414.; 
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PPIs may not reduce post prandial reflux episodes 

Vela M, etal  Gastro 2001

Non Acid  Reflux Episodes Cause Symptoms

Vela etal 2001
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Optimal Omeprazole Dosing and Symptom Control: A Randomized 
Controlled Trial (OSCAR Trial)

• 64 patients with continued heartburn on BID omeprazole not 
taking optimally by history

• Randomized to optimal dosing or continued as they were doing

• 8 weeks significant decrease in frequency, severity of symptoms 
on optimal regimen

• Conclusion: Optimizing PPI dosing relative to meals improves 
outcomes

Digestive Diseases and Sciences
January 2019, pp 158–166

Patients with refractory reflux symptoms often do not have GERD

Neurogastroenterology & Motility, Volume: 27, Issue: 9, Pages: 1267-1273, First published: 18 June 2015, DOI: (10.1111/nmo.12620) 

Many Just Simply Do Not Have GERD

Functional HB

Herregods T etal
Neurogastro Motil. 2015 
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Consider Intervention in Any Patient 
with Proven GERD Who:

• Does not want to take medication

• Who is not relieved with medication

• Has side effects from medication

• Who has complicated disease and requires better 
reflux control than medication can offer

THE END
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